The concept of catatonia was first described by Kahlbaum in 1874. He described a state "in which the patient remains completely mute and immobile, with staring expression, gaze fixed into space, with an apparent complete loss of will, no reaction to sensory stimuli, sometimes with the symptom of waxy flexibility completely developed, as in catalepsy, sometimes of a mild degree, but clearly recognisable" ([@CIT0001]). Emil Kraepelin, who developed the concept of dementia praecox suggested that symptoms of catatonia were a separate classification under dementia praecox ([@CIT0002]).

Catatonia presents commonly in psychiatric patients in both acute and long term settings. Despite its common occurrence, catatonia remains a poorly understood, poorly studied, and poorly recognized syndrome, presenting with a variety of psychiatric and medical illnesses, which can be treatable once a diagnosis is established ([@CIT0003]).

Various prevalence rates have been reported for catatonia occurring among patients with schizophrenia and mood disorders. According to rajagopal, catatonia is more commonly a consequence of mood disorders than of schizophrenia though historically catatonia has been regarded as being much more strongly associated with schizophrenia ([@CIT0004]). He further stated that this bias giving schizophrenia an exaggerated place in the discussion of catatonia is also reflected in ICD--10 (Tenth Revision of the International Classification of Diseases and Related Health Problems) and DSM--IV( 4^th^ Edition of Diagnostic and Statistical Manual of Mental Disorders) diagnostic guidelines in psychiatry ([@CIT0004]).

In ICD-10, presence of one of the following signs is sufficient to make a diagnosis of catatonic schizophrenia (provided the individual already met criteria for schizophrenia): stupor, excitement, posturing, negativism, rigidity, waxy flexibility and command automatism (automatic obedience) ([@CIT0005]). However, if a patient with severe depression is in a stupor, a diagnosis of 'severe depressive episode with psychotic symptoms' (F32.3) is made, even if there are no delusions or hallucinations ([@CIT0005]). In addition, a patient with manic stupor will be diagnosed as having 'mania with psychotic symptoms' (F30.2) ([@CIT0005]).

Similarly, in DSM--IV a diagnosis of 'schizophrenia, catatonic type' (code 295.20) is made if the clinical picture is dominated by at least two of the following: motor immobility, excessive motor activity, extreme negativism, peculiarities of voluntary movements, and echolalia/echopraxia ([@CIT0006]). Also, there is no separate diagnostic category for catatonia due to either depression or mania, but catatonia can be added as a specifier in mood disorders ([@CIT0006]).

Prevalence rates for catatonia have been recorded between 6% and 38% for acute psychotic episodes, and only about 7% to 17% of those patients meet criteria for catatonic schizophrenia ([@CIT0003]). Catatonic schizophrenia has been reported at a rate of 1 in 1000 in the general population, and up to 5% of all new diagnoses of schizophrenia ([@CIT0007]). Other studies have reported prevalence rates of about 30% among patients with chronic schizophrenia ([@CIT0008], [@CIT0009]). While for mood disorders, prevalence rates ranging from 13% to 31% have been reported ([@CIT0010], [@CIT0011]). Various studies have also supported the view that catatonia is more strongly associated with mood disorders than with schizophrenia. For example, Abrams & Taylor recorded that, in a sample of 55 people with catatonia, only four had schizophrenia and more than two-thirds had affective disorders, especially mania ([@CIT0012]). Similarly, Barnes et al reported only one person with schizophrenia in their sample of twenty-five, but nine with affective disorders ([@CIT0013]).

Catatonic features,however, are not specific to any disorder, and are seen in psychotic disorders, bipolar disorders, depressive disorders, reactive disorders, conversion disorders, dementias, other organic disorders (e.g. infections, epilepsy), metabolic disorders, drugs (prescribed \[e.g neuroleptics\] or recreational), idiopathic ([@CIT0004]). An accepted and consistent diagnostic scheme for catatonic syndromes will certainly aid the delineation of their epidemiology.

The aim of this study is to compare the clinical profile and pattern of catatonic symptoms of patients with schizophrenia and those with mood disorder presenting with catatonia.

Materials and Method {#S0005}
====================

The study was conducted at the Federal Neuro-Psychiatric Hospital, Yaba, Lagos, Nigeria. The hospital was established in 1907, and is one of the largest psychiatric facilities in Nigeria. It is the only psychiatric hospital in the state and major funding is by the government. The hospital has a total bed capacity of 535 and caters for patients from both within and outside the state. Patients also come from neighbouring countries. Permission to conduct the study was granted by the Ethical committee of the Hospital.

Records of 13,968 patients seen between 1983--1985 and 2003--2005 were reviewed for symptoms of catatonia by resident doctors in psychiatry. Case definition was guided by ICD-10; and the 14-item Bush-Francis Catatonia Screening Instrument provided a list of catatonic symptoms ([@CIT0014]).

Results {#S0006}
=======

A total of 98 cases of catatonia were identified, 40 in 1983 --1985 (1.21%), and 58 in 2003--2005 (0.54%). Schizophrenia accounted for 82.5% and 53.4% in the two periods respectively, while the proportion associated with mood disorders increased from 10% to 20.7%. The mean age of the patients with catatonia who had ICD-10 diagnosis of schizophrenia was 27.05 years (SD=7.16 years), while the mean age of those with a diagnosis of mood disorder was 32.00 years (SD=11.29 years).

Most of the patients with mood disorders were females (75.0%), while only 29 females (45.3%) were diagnosed with schizophrenia. Details of other socio demographic factors are shown in [Table 1](#T0001){ref-type="table"}.

###### 

Sociodemographic factors of patients with catatonia

  Sociodemographic factor   Chizophrenia n (%)   Mood disorder n (%)
  ------------------------- -------------------- ---------------------
  **Sex**                                        
   Male                     35 (54.7%)           4 (25.0%)
   Female                   29 (45.3%)           12 (75.0%)
  **Marital status**                             
   Single                   51 (81.0%)           11 (68.7%)
   Married                  12 (19.0%)           5 (31.3%)
  **Employment status**                          
   Unemployed               35 (59.3%)           6 (37.5%)
   Employed                 24 (40.7%)           10 (62.5%)

The most common symptoms of catatonia among patients with schizophrenia were mutism, starring and posturing; while, mutism, starring and withdrawal were the most common symptoms of mood disorder. (Details in [Table 2](#T0002){ref-type="table"}). The result showed that most of the subjects in both diagnostic groups experienced mutism (82.8% of those with schizophrenia and 87.5% of patients with mood disorders). The result also showed that none of the patients with mood disorder experienced grimacing, stereotypy, verbigeration or waxy flexibility. However, this was not the case in patients with schizophrenia. Crosstabulation of the diagnostic groups with the various catatonia symptoms did not reveal any statistically significant differences. Also, comparing the presence or absence of the various symptoms of catatonia with the sociodemographic details such as age, sex and age of onset of symptoms did not reveal any statistically significant differences in neither of the diagnostic groups Comparing the diagnosis of the patients and the various socio-demographic factors, various statistical tests were used where appropriate. For instance, t-test was used for comparing continues variables such as age and diagnosis, while Chi2 was used to compare qualitative variables and diagnosis. The results showed that the mean age of patients with schizophrenia was lower than those with mood disorder and this difference was statistically significant (t =−2.189, df= 75, p= 0.032, CI=−9.575 to −0.451).

###### 

Catatonic symptoms

  Symptom                Schizophrenia n (%)   Mood disorder n (%)
  ---------------------- --------------------- ---------------------
  Posturing/catalepsy    23 (35.9%)            9 (56.3%)
  Grimacing              4 (6.3%)              0 (0.0%)
  Echolalia/echopraxia   3 (4.7%)              1 (6.3%)
  Stereotypy             3 (4.7%)              0 (0.0%)
  Mannerisms             9 (14.1%)             1 (6.3%)
  Verbigeration          1 (1.6%)              0 (0.0%)
  Rigidity               7 (10.9%)             4 (25.0%)
  Negativism             7 (10.9%)             4 (25.0%)
  Waxy flexibility       3 (4.7%)              0 (0.0%)
  Withdrawal             20 (31.3%)            7 (43.8%)
  Excitement             15 (23.4%)            1 (6.3%)
  Immobility/stupor      13 (20.0%)            2 (12.5%)
  Mutism                 53 (82.8%)            14 (87.5%)
  Starring               36 (56.3%)            8 (50.0%)

In addition, the observed female preponderance among patients with mood disorder, and male predominance among those with schizophrenia were statistically significant. (X^2^= 4.515, df=1, p=0.034).

Differences in the other socio-demographic factors of the patients were not statistically significant.

Patients with catatonic schizophrenia had an earlier age of onset of illness ( mean age= 25.27 years, SD= 6.65) compared with those with mood disorders (mean age=29.56 years, SD= 9.67). This age difference was found to be statistically significant (t=−2.065, df=73, p=0.043).

Discussion {#S0007}
==========

This study reported a reduction in the overall prevalence of catatonia from 1.21% (1983--85) to 0.54% (2003--05). A decreasing prevalence has also been reported in other studies and various explanations have been offered for it. For instance, Mahendra, reported that since the 1950s, catatonia seemed to be decreasing in incidence or virtually disappearing ([@CIT0015]). The probable theories put forward to explain this phenomenon are as follows: a general decline in interest in the motor aspects of psychiatric disorders; beneficial effects of modern pharmacotherapy; large-scale de-institutionalization; and active rehabilitative effort ([@CIT0015], [@CIT0016]).

Though there is a general decline in the prevalence of cases of catatonia as observed in this study, the proportion of those with mood disorder was observed to be rising as against the proportion of cases with schizophrenia which was falling. This finding can be compared to other reports which found more cases of catatonia due to mood disorders than due to schizophrenia ([@CIT0012], [@CIT0013]). Some studies suggested that changes in diagnostic criteria and in the concept of catatonia could account for the falling frequency of catatonic schizophrenia ([@CIT0016]). Poor recognition of catatonic schizophrenia in clinical practice may also account for its relative rarity. In one study using standardized assessment, 43% of schizophrenic patients met DSM-IV criteria for catatonia but only 5% received the clinical diagnosis of catatonic schizophrenia ([@CIT0017]). Hence, there is a need for use of standardized rating scales for catatonia.

This study observed that patients with catatonia due to mood disorders were significantly older than those with catatonic schizophrenia. Previous studies had reported that increasing age may be a significant risk factor for catatonia in depression ([@CIT0018]), while others found that patients with catatonic schizophrenia were younger and hospitalized earlier than non-catatonic subjects ([@CIT0019]). The finding of an earlier age of onset of illness among subjects with schizophrenia compared with those with mood disorder may also explain the younger ages of subjects with schizophrenia as against those with mood disorder in this study.

While the finding of female preponderance among subjects with mood disorder is not surprising as mood disorders especially depression are more common among adult women in most countries using a variety of diagnostic schemes or interview methods ([@CIT0020]), the finding of a higher number of males with catatonia schizophrenia in this study is contrary to a previous study which reported an equal sex prevalence of catatonic schizophrenia ([@CIT0021]). Our explanation for this male predominance is that earlier studies had suggested that catatonic schizophrenia occurred in younger age groups than other schizophrenia subtypes ([@CIT0022]), and since there is an earlier age of onset of schizophrenia in males than females ([@CIT0023]), then there is a strong probability that there will be a larger number of males with catatonic schizophrenia.

Hence, classifying catatonia under schizophrenia as is currently being done in both the ICD- 10 and DSM IV while being used as a specifier under mood disorders in DSM IV may not be the best option. This opinion has also been expressed by other researchers ([@CIT0024]--[@CIT0026]). For instance, Fink and Taylor argued that catatonia should not be linked exclusively to schizophrenia and that classification systems could better reflect the evidence that catatonia occurs in many illnesses ([@CIT0026]).

According to the American Psychiatric Association DSM-5 development workgroup, there is a valid clinical concern that maintaining a very robust association of catatonia with schizophrenia may result in worsening of catatonic symptoms for some patients treated with potent dopamine blocking agents, mainly in hospital settings ([@CIT0027]). Hence, the working group proposed that placing catatonia criteria as a specifier in the psychotic, mood, and general medical chapters in the new DSM-V may be helpful to clinicians ([@CIT0027]).

The findings of this study suggest that catatonic symptoms are increasingly being found among patients with mood disorders as against those with schizophrenia. Also, those with catatonic schizophrenia are likely to be younger with earlier age of onset of symptoms compared with those with mood disorders. Hence, having a separate category for catatonia due to mood disorders in the current diagnostic guidelines will add to an improved diagnosis of this disorder.
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